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, while brain angiography revealed internal carotid artery occlusion. The middle cerebral artery was supplied by collateral vessels in the anterior communicating artery and posterior communicating artery, but major collateral vessels in the ophthalmic artery were not identified.
In the current case, CRAO in a patient with a previous history of BRAO mimicked BRAO, because the previously BRAO-effected retina did not exhibit an ischemic retinal opacity during fundus examination.
Retinas with BRAO or CRAO normally display a retinal ischemic opacity lesion. This irreversible damage to the inner and outer retina is finally atrophied [2] . Opacity lesions are more prominent in the posterior pole with more than one ganglion cell layer, because these lesions may result from opacification of the retinal ganglion cells caused by acute ischemia. For the same reason, the peripheral retina with a single layer of ganglion cells or atrophic retina with damaged ganglion cells does not exhibit a distinct retinal opacity in acute arterial occlusion. Hayreh [3] suggested that CRAO lasting for approximately 240 minutes can lead to irreversible retinal damage in Rhesus monkeys. Optical coherence tomography and histologic examination revealed that irreversible retinal damage may be specifically due to thinning of the inner retina. Thinning of the retina indicates retinal damage [2, 4] . In the present case, the inferior retina appeared to be intact despite FAG findings of CRAO because, with the exception of the atrophic retina where the previous inferior BRAO was observed, the superior retina was edematous and opacified ( Fig. 1C-1I ).
In conclusion, cases of CRAO with a history of BRAO may appear as BRAO when the non-perfusion of the previous BRAO lesion is masked. FAG should be performed and a detailed history should be taken for RAO diagnosis.
